results in incontinent epispadias are shown in Table 1 .
With regard to exstrophy of the bladder, my present practice is to reserve reconstructive surgery for the child with a bladder of good capacity and healthy mucosa which is easily inverted to form a reservoir. Girls are somewhat more favourable cases than boys in this respect; in boys it is essential that the penis should not be very small if surgery is to be attempted.
An iliac osteotomy is performed in cases under 2 years of age, a procedure which greatly facilitates the abdominal wall reconstruction. The reconstructive operation itself starts with an incision around the mucocutaneous junction. The bladder is separated from the rectus sheath and at the lower end the plane immediately behind the pubis is opened up, severing the fibrous bands which join the bladder to the bone. The ureters are re-implanted now, or at a later operation. The formation of the bladder neck proceeds as in epispadias and the bladder and urethra are then closed by two layers of continuous catgut. The rectus sheath and pubes can be brought together with strong catgut if an osteotomy has been performed. In other cases, flaps of rectus sheath are hinged inwards upon their medial edge as in repair of ventral hernia; the skin can be closed in the midline by advancement or by rotation flaps. I shall briefly mention my results in exstrophy: Up to July 1963, 1 attempted reconstruction in 51 cases and did primary diversion in 29. Secondary diversion was required in 31, almost always because of incontinence. Five were reasonably continent and, of these, 3 had to have diversion because of upper tract dilatation and pyelonephritis. Five did not get good control, but have not been diverted. Two died, one of poliomyelitis and the other probably as a result of retroperitoneal sepsis.
Since 1963 I have reconstructed 11 and have done primary diversions in 12, indicating a more selective approach. Of the 11 patients, 3 required secondary diversion, 3 obtained reasonable continence, 4 are still incontinent but otherwise well, and one has been lost to follow up. It is clear, however, that with this more selective use of reconstruction, the number with successful control is higher (3/11 as against 2/51 in the earlier series); and we have avoided serious upper renal tract damage. REFPERNCB YoungIt H(1922) The Pattern of Bony Disruption in Naso-eimoid Injuries The naso-ethmoid fracture is a fracture of the nasal complex with crumpling of the underlying ethmoid air cells. It is often described as the 'naso-orbital fracture' (Converse & Smith 1963) , but the former term has the advantage of focusing attention on the site of injury and certain structural featuresthe relative strength of the external nasal component and the extreme fragility of the underlying ethmoid complex. The diagnosis of this injury should be considered when canthal spread is noted in association with a fracture of the middle third of the face.
Review of the literature shows a strong tendency to closed treatment of these injuries (Converse & Smith 1963 , Adams 1942 , Fielding 1967 , and only rarely is an open direct approach advised (Mustard6 1964 , Dingman & Natvig 1964 . The method used most commonly is that of external nasal compression with lead plates held together by transnasal wires. Careful study of publications on the subject failed to reveal any reference to the exact nature of damage in these cases. Before the operative findings in nasoethmoid injuries are described, a short r6sum6 of the anatomy of the region will be presented.
The inner canthus is a fixed point in the depth of the naso-orbital valley, and is anchored by the internal canthal ligament. Under normal conditions, the bony valley is deep, concave and smooth. The skeleton of the naso-ethmoid complex can be divided into the relatively strong extenal componentthe nasal bones and the frontal processes of the maxilla (these will in future be referred to as nasal bones) -and a paper-thin internal block formed by the lacrimal and ethmoid bones. Superiorly the thick boss of the frontal bone in the region of the glabella shields to some extent the weak and vulnerable cribriform plate.
The anatomy of the medial canthal ligament is well known, but certain points which have recently been described (Robinson & Stranc 1969) should be noted. The medial canthal ignt is formed-at the iner canthus by the fusion of its two palpebral extensions. It can then be traced medially, but very soon it divides into anterior and posterior limbs. The anterior limb is glistening, fibrous and strong. The posterior limb is areolar in texture and weak (Fig 1) . The anterior limb continues medially in front of the upper part of the lacimal sac and is inserted into a strong bony buttress, the anterior laimal crest of the frontal process of maxilla. The posterior limb envelops the back of the lacrimal sac. It is inserted into the posterior lacrimal crest, which runs vertically across the weak and translucent lamina papyracea.
The intercanthal distance is a measurement taken between the medial ends of the palpebral fissures. The average figure in Caucasian races varies from 24 to 39 mm. The peak frequency for men is 33-34 mm and for women 32-33 mm (Waardenburg 1951) . This paper presents operative findi in 8 patients whose injury was treated during 1967-68.
All patients were of Caucasian race and their ages varied from 16 to 64 years. There were 7 males aad one female. The etiology of injury is shown in Table 1. The operative approach to the region was gained through existing lacerations,in 4 cases and when the glabellar skin was intact a vertical midline incision 2-3 cm long was used. Through this incison, both canthal ligaments and the nasal skeleton can be examined. In all cases ,.! A.W. k..,A -/ explored a fairly constant pattern of osseous disruption was found. The three major skeletal fragments, the bony nasal bridge and the two lateral fragments, could usually be located. Each of the lateral fragments carried that part of the anterior lacrimal crest to which the anterior limb of the medial canthal ligament was attached. The displacement of these fragments was often more than 1 cm. In all cases where the attachment of the ligament was intact, a lateral displacement The recognition of the ligament-carrying fragments was achieved by observing the effect of medial traction on the position of the inner canthus. When the ligament was separated from the bone both structures could still be identified.
The key to the location of the ligament was the inner canthus itself, where the appearance of its fibres and the traction test confirmed its identity.
The key to the recognition of the free lateral bone fragment was the presence of the anterior lacrimal crest which, when looked for, is easily distinguishable. On occasions, the site of ligament avulsion was identifiable by loss of periosteum over the crest. After location of the essential bone fragments, repair was effected by reduction and internal wiring ( Table 2 ).
The analysis of operative findings suggests the following entities: A, naso-ethmoid injury with avulsion of the ligament and underlying bone (Fig 2) . B, naso-ethmoid injury with avulsion of the ligament from its bony attachment (Fig 3) . C, the ethmoid crush, that is a total disruption of the nasal and ethmoid complexes, which is always associated with canthal spread (Fig 4) . Table 2 reviews the injuries of the cases studied.
In conclusion, in all cases treated, an exact knowledge of the cause of injury has helped in planning the repair.
Mr H B Stallard (London)
An Eye Surgeon's Thoughts about Eyelid Reconstruction Before the early 1920s and the establishment of plastic or reconstructive surgery as a special branch, eye surgeons of the fame of Wolfe, Imre, Blaskovics, Knapp, Kuhnt, Szymanowski, Fricke, Everbusch, Wheeler and others performed ingeniously and ably the reconstructive work of the eyelids. It is regrettable that the last generation of eye surgeons in this country, and to a lesser extent on the Continent and in the USA, paid too little attention to this interesting field of surgical work. Thus by default and the virile acquisitiveness of the new specialty of plastic surgery, it was allowed to slip from their hands into those of the plastic surgeons.
Thejustifiable criticism ofsome plastic surgeons has been that many eye surgeons of the generation
